Abstract Gossypiboma is the retained foreign body which is generally a cotton sponge/gauze after surgery. Incidence of gossypiboma is around one in 3000 to 5000 surgeries. This low incidence is mainly attributed to a low case reporting due to an associated medicolegal aspect. We are reporting a case of a 38 years old male, who presented with signs and symptoms of peritonitis. The patient had a history of open cholecystectomy 2 years back. A working diagnosis of perforation peritonitis was made, and the patient underwent exploratory laparotomy. Intraoperatively, a surgical sponge was present inside the ileal lumen causing intestinal obstruction with dense adhesion of bowel loops proximal to the site of obstruction with multiple ileal perforations. Even though the incidence of gossypiboma is very low, it should always be kept in mind as a cause of chronic abdominal pain and abdominal discomfort in a patient with previous abdominal surgery.
Introduction
Gossypiboma-Gossypium (cotton) + -oma (tumor/growth). Foreign bodies (sponge, gauze, etc.) forgotten intraabdominally is a cause of significant morbidity and mortality. They may remain asymptomatic for years or can present as early as 3-12 weeks and as late as 5-7 years following surgery [1] [2] [3] . These foreign bodies may cause adhesions, can initiate sepsis, or can be encapsulated. Further, these can erode the bowel and cause perforation, intra-abdominal sepsis, or a fistula formation. Often the foreign body after eroding the bowel loop can migrate intraluminally and with peristalsis reach the ileocecal junction and present as intestinal obstruction [4] .
Case Presentation
A 38 years old male patient attended the surgical emergency with complaints of abdominal pain, vomiting, and abdominal distention for the last 3 days. There was a history of open cholecystectomy 2 years back.
On examination, he was dehydrated with pulse of 110 per minute and BP-104/70 mm of Hg.
Clinical examination of the abdomen revealed features of peritonitis with visible right subcostal scar. No lump was palpable. Other systemic examination was essentially normal.
X-ray of the abdomen showed multiple air-fluid levels, without any free gas under diaphragm. USG of the abdomen was suggestive of moderate inter-bowel fluid collection. His blood investigations showed deranged KFT while the rest was essentially normal.
Patient underwent exploratory laparotomy for acute abdomen. Intraoperatively, around 500 ml of fecopurulent matter was present in the abdominal cavity. Loops of ileum were adhered to each other. On careful separation of bowel loops, a gangrenous small bowel loop was found with multiple perforations. A foreign body (mop) was found intraluminally in the gangrenous loop approximately 2 ft proximal to ileocecal junction (Fig. 1) . Resection of the gangrenous small bowel with perforations was done, and a double-barrel ileostomy was made (Fig. 2) . A thorough gut exploration could not suggest a probable site of entry. Postoperative recovery of the patient was uneventful.
Discussion
Gossypiboma is a retained foreign body like a sponge/gauze after surgery. From the period of 1978-2011, 170 cases of gossypiboma have been reported [5] . As per the literature review from 2000 to 2010, 45 cases of transmural migration of gossypiboma were found. The most common site for the retained foreign body is the abdomen; other sites include pelvis, thorax, and vagina [6] .
Gossypiboma can initiate two types of body response-exudative or aseptic fibrosis. Complications associated with gossypiboma include adhesions, fistula formation, abscess, or transmural migration [2] . The foreign body causes pressure necrosis ofthebowel wall and migrateseitherpartially orcompletely into the bowel lumen. Moreover, the perforation hence created closes spontaneously after the migration is complete [5] . The foreign body can then advance with bowel peristaltic activity up to the ileocecal junction and can present with symptoms of intestinal obstruction and other malabsorptive symptoms. More commonly, the retained foreign body can be either expelled out of the body through the wound or through a sinus tract.
The investigation of choice for diagnosis of gossypiboma and associated complications is CT scan. It shows a Bspongiform pattern^having air bubbles [2] . Plain X-ray of the abdomen is of limited value until and unless the retained surgical sponge has a radiological marker [2] .
Our patient presented with features suggestive of peritonitis. He had a history of open cholecystectomy 2 years back.
X-ray of the abdomen and USG of the abdomen could not diagnose the retained foreign body, and it could only be diagnosed when patient underwent surgery.
Gossypiboma should be removed once it is diagnosed. Mainstay for removal remains the surgery while percutaneous extraction has also been reported as an alternative in some reports [7] .
BPrevention is better than cure^is a notion which holds true for this condition, as it not only is associated with significant morbidity and mortality for patients; it also has a medicolegal implication. Gossypiboma, no doubt is distressful for patients but is equally embarrassing to a surgeon, can be a cause for significant mental suffering for both of them.
A baseline count of all the surgical stuff should be made preoperatively. This count should be counterchecked at the end of the operation before closing the abdomen and recorded in the case sheet.
It is also recommended to have a radiopaque marker on all surgical mops/sponges so that in case of any count discrepancy, an intraoperative X-ray may be performed.
Conclusion
Gossypiboma is a cause of significant morbidity and mortality for the patient. Even if the incidence of gossypiboma is very low, it should always be kept in mind as a cause of chronic abdominal pain and discomfort in a patient with history of previous abdominal surgery.
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